The Millennium Development Goals (MDGs) set out to halve the proportion of the population without access to basic sanitation between 1990 and 2015. The slow pace of progress has lead to a search for innovative responses, including social motivation approaches. One example of this type of approach is 'Community-led Total Sanitation' (CLTS). CLTS represents a major shift for sanitation projects and programmes in recognising the value of stopping open-defecation across the whole community, even when the individual toilets built are not necessarily wholly hygienic. However, recent publications on CLTS document a number of examples of practices which fail to meet basic ethical criteria and infringe human rights. There is a general theme in the CLTS literature encouraging the use of 'shame' or 'social stigma' as a tool for promoting behaviours. There are reported cases where monetary benefits to which individuals are otherwise entitled or the means to practice a livelihood are withheld to create pressures to conform. At the very extreme end of the scale, the investigation and punishment of violence has reportedly been denied if the crime occurred while defecating in the open, violating rights to a remedy and related access to justice. While social mobilisation in general, and CLTS in particular, have drastically and positively changed the way we think about sanitation, they neither need nor benefit from an association with any infringements of human rights.
INTRODUCTION
Tension between individual rights and actions in pursuit of the common good has a long history in public health practice and in health-related research. This tension is central to the challenge of domestic sanitation, the right to which was recognised by the United Nations in its resolution number 64/292 on 28 July, 2010 (United Nations ). Sanitation, which here we take to mean primarily the management of human excreta, deals with an intensely private social sphere, but is at the same time a public good with benefits that accrue well beyond the household boundary. An understanding of the public benefits of domestic sanitation fuelled public investment in municipal sanitation in 19th and 20th century Europe; and it is still used to justify public sector investment in countries struggling with a backlog of unserved citizens. A significant focus of many sanitation 'projects' 82,196,000 DALYs (disability-adjusted life years) per year with unsafe water and hygiene (Prüss et al. ) .
The current international policy push, laid out in the Millennium Development Goals (MDGs), sets out to halve the proportion of the population without access to basic sanitation between 1990 and 2015. This modest target will be missed by over half a billion people, leaving 2.4 billion people without even a simple improved latrine at home (WHO/UNICEF ).
The slow pace of progress in increasing access to sanitation, and the prospect of failing dismally on an internationally-adopted development target have encouraged a search for innovative responses, such as social motivation approaches, which have been adopted with enthusiasm by several major development agencies, e.g. UNICEF (). One example of this type of approach is 'Community-led Total Sanitation' (CLTS), which has been promoted as '… an innovative methodology for mobilising communities to completely eliminate open defecation' (Institute of Development Studies ). CLTS represents a major shift for sanitation projects and programmes with its focus on 'igniting a change in sanitation behaviour rather than on constructing toilets' (Kar & Chambers ) . Importantly, CLTS recognises the value of stopping opendefecation across the whole community, even when the individual toilets built are not necessarily wholly hygienic. It also places communities at the centre of the process.
Early reports of the impact of the approach in Bangladesh on latrine construction and use and on achievement of 'open-defecation free status' were welcomed with cautious optimism, but it rapidly became evident that the impact was indeed significant. The first South Asia Ministerial Sanitation Conference (SACOSAN) held in Dhaka in 2003, for example, saw ministers from seven South Asian countries endorse the approach and commit to rolling it out in their own countries. Roll out has been rapid and a recent estimate suggested that as many as 44 countries (Kar ) and many major aid agencies are now experimenting with this social motivation method and with the measures which are applied to encourage compliance with desired behaviours.
Without doubt, improvements in sanitation are in the common good and are likely to promote a better global enjoyment of many human rights. However, the laudable commitment within social mobilisation approaches to allow communities to choose and make use of an array of traditional sanctions to encourage individual conformity with community-wide decisions may be a cause of alarm.
They raise the question as to whether it is ever acceptable to prejudice the human rights of individuals in the interests of the common good.
The areas of concern fall broadly into three areas.
Firstly, there is a general theme in the CLTS literature encouraging the use of 'shame' or 'social stigma' as a tool for promoting behaviours. The participation of children as 'Gofur and his widow mother lived on daily earning from van pulling. As Gofur was not installing latrine at his household one day the UP [union parishad] member took away his van and kept it in the UP office. Gofur's earnings were completely stopped for two days. They did not have enough savings for survive. However as Gofur was a member of Caritas (NGO) he could manage loan from that organisation. With that loan he bought latrine and on showing that latrine to UP member he could recover his van' (Mahbub ) .
Thirdly, at the extreme end of the scale, the right to justice has reportedly been withheld as for example:
'… no bichar (arbitration) would be held if the young women and adolescent girls of the household were raped during defecating outside' (Mahbub ) .
The questions which concern us are: To what extent is it acceptable, in pursuing the common good of widespread sanitation, to compromise individual human rights: to restrict access to justice in the case of rape; to confiscate property (especially when this represents the source of family income); to threaten physical integrity in the case of stoning; and to withhold water in the case of deprivation of water supply? And to what extent is it tolerable and reasonable to sanction systematic humiliation of community members who will often represent the least educated and those with the least means to act in the manner demanded?
We are not criticising CLTS and its many variants per sethere is no evidence that such infringements are widespread;
indeed, one concern is that there is precious little evidence of exactly what is happening on the ground at all. However, the methods selected by some communities or encouraged by some practitioners should be a matter of concern to us all, particularly when we already know that such approaches can spread very rapidly in a local area where they meet with apparent success (Mahbub ) . Despite this, numerous academic publications and professional reports have described such methods without critical comment. It is never possible to justify such infringements of basic human rights even if the potential benefits to the community are significantly large. If we were to accept such a justification we are surely condemning some of the poorest and weakest members of society to selective exclusion from their universal rights. In the context of the international human rights framework, these infringements of individual rights cannot be encouraged; neither can they be justified. At the World Conference on Human Rights (1993), State delegates agreed to the proclamation that, 'all human rights are universal, indivisible and interdependent and interrelated' and must be treated 'globally in a fair and equal manner, on the same footing, and with the same emphasis' (United Nations ). This is interpreted to mean that promoting the realisation of a given right (in this case sanitation) cannot justify the violation of other human rights, such as physical integrity, access to justice and respect for the human dignity.
In recent years, the health sector has moved away from its early fixation on the perceived conflicts between public health goals and human rights norms. Jonathan Mann and colleagues observed early in the HIV/AIDS epidemic that there exists an inextricable linkage between health and human rights, pressing for a public health response that would seek 'to maximize realization of public health goals while simultaneously protecting and promoting human rights' (Mann et al. ) . Out of this relationship between public health and human rights, it has become accepted in health policy that vulnerability to ill-health as a society can best be reduced by taking steps to respect, protect and fulfill individual rights. This acceptance has been codified as part of the United Nations' Siracusa Principles which state that, while certain limitations on rights are permissible on various grounds, including serious threats to public health, these must be specifically provided for in law, must not be arbitrary or unreasonable, shall be clear and accessible to everyone, and subject to review and remedies (Principles 15 and 25, Siracusa Principles, United Nations ). Punishments imposed in the context of a small number of CLTS programmes have not met these requirements. Social mobilisation in general, and CLTS in particular, have been 'game changers' for the way we think about sanitation. Their contribution to advancing progress is undeniable. But they neither need nor benefit from an association with any infringements of human rights. We firmly believe that any approach to social mobilisation or its study that may incite such infringements should be the subject of critical review and accountability; as CLTS spreads, the need for systematic analysis becomes increasingly important.
